Cutaneous lymphoid hyperplasia (CLH) can be idiopathic or secondary to various external stimuli, and is considered a rare occurrence in tattoos.^[@r01]^ Nihal et al (2003), in a review of 44 cases of CLH, found only one case due to tattooing. ^[@r02]^ In this report, a case of T-cell-predominant CLH in a tattoo is described.

A 35-year-old woman presented with a history of pruritic lesions over a tattoo. The tattoo was done about five years ago and the lesion appeared four and a half years later. She referred prolonged sun exposure on weekends. Physical examination revealed a butterfly-shaped tattoo with red, black and yellow pigments in the interscapular region. There was a linear, erythematous, scaly plaque on one of the tattoo edges, corresponding to the red and black pigments ([Figure 1 A](#f01){ref-type="fig"}). Histological examination showed epidermis with acanthosis, parakeratosis and foci of spongiosis and mild epidermotropism. In the upper and mid dermis, there was a dense infiltrate of small, medium and rare large lymphocytes, with irregular contours and some histiocytes and plasma cells ([Figure 2A](#f02){ref-type="fig"} and [2B](#f02){ref-type="fig"}). The same infiltrate was present deeper around vessels and adnexae, and between collagen fibers ([Figure 2C](#f02){ref-type="fig"}). Macrophages with black pigment, and less frequently with red pigment, were observed amidst the infiltrate. The black pigment was also seen in the interstitium. T-cells, UCHL-1+, CD2+, CD3+, and CD4+ represented around 90% of the infiltrate, with some CD20+ lymphocytes, a small number of CD79a+ plasma cells and CD68+ histiocytes ([Figure 2D](#f02){ref-type="fig"}). CD1a was focally positive. Proliferative index evaluated by Ki-67 was around 10%. Analysis of the rearrangement of the genes that codify the T-cell receptors in the skin lesion was performed according to a previously established method, and a polyclonal expansion of the T lymphocytes was observed.^[@r03]^

![**(a)** Linear erythematous scaly plaque in areas with red and black pigments; **(b)** improvement of the desquamative component of the lesion, with maintenance of infiltration, after using topical corticosteroids](abd-89-06-1019-g01){#f01}

![(a) Diffuse infiltration of lymphoid cells in the upper and mid dermis (HE, 64X); (b) nuclear pleomorphism of lymphocytes (HE, 500X); (c) deeply interstitial infiltration of lymphocytes between collagen fibers (HE, 100X); (d) marked predominance of T-cells (UCHL-1, 125X)](abd-89-06-1019-g02){#f02}

The diagnosis was a T-cell predominant CLH. Treatment with topical corticosteroids caused a partial improvement of the lesion and associated symptoms, with worsening after discontinuation of the therapy ([Figure 1B](#f01){ref-type="fig"}).

In this case, the clinical lesions were similar to those described in the literature.^[@r04]^ Additionally, the precipitating factor may have been the intense sun exposure, associated with excessive sweating, as previously reported.^[@r01],[@r05]^

CLH may represent a mixture of B and T-cells or have a predominance of one of these lymphocytes. T-cell-predominant CLH occurs much less frequently.^[@r02]^ In the present case, there was a marked predominance of T-cells CD4+, present in around 90% of the infiltrate. Contrasting with this observation, some of the literature mentions that CLH related to tattoos generally presents a predominance of B-cells.^[@r06],[@r07]^ However, other cases in the literature also reveal T-cell-predominant CLH.^[@r01],[@r08]^

CLH, previously called pseudolymphomas, can be erroneously diagnosed as cutaneous lymphomas, which is an important differential diagnosis. The present case showed a predominant T-cell infiltrate with CD2+, CD3+, CD4+, CD5+, and CD8- mature cells, with some lymphocytic atypias, a moderate degree of proliferative index and a T-cell infiltrate dissociating the collagen fibers. These aspects could favor the diagnosis of cutaneous T-cell lymphoma. However, the clinical data, frequent presence of pigment in microscopy and polyclonality observed in the analysis of the T-cell receptor gene rearrangement, made the differential diagnosis easier, thus permitting differentiation between CLH and cutaneous lymphoma.

Red pigment is considered the main cause of CLH in tattoos.^[@r09]^ Nevertheless, the present case involved higher quantities of black pigment than red pigment. Reaction to black pigment was recently reported by Calpomi et al.^[@r08]^ In this context, the lesion\'s relapse after discontinuation of topical steroids is probably due to the presence of this pigment, perpetuating the reaction.

In T-cell-predominant CLH, differential diagnosis must be done with cutaneous T-cell lymphoma, lymphomatoid contact dermatitis, lymphomatoid reaction to drugs and lymphoid hyperplasia caused by scabies. In the reported case, however, the clinical data made it possible to rule out these differential diagnosis.^[@r07],[@r10]^

In order to avoid diagnostic errors, it is important to consider that CLH in a tattoo can also present a predominance of T-cells.
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